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Abstract 
 
Objective: Beside positive and negative symptoms, another key element in psychotic 
disorders is lack of illness insight. Improving illness insight is an important treatment goal, as 
increasing illness insight is associated with better treatment adherence, better social 
functioning and fewer psychotic symptoms. Paradoxically, increasing illness insight also has a 
downside, as some studies show that increasing illness insight is associated with depression. 
This phenomenon is called the insight paradox. The primary aim of this study is to investigate 
whether illness insight predicts depression in elderly psychotic inpatients. 
Method: The patients were recruited at admission to the Clinical Centre for Elderly of 
Parnassia. The inclusion criteria were: a diagnosis of a primary psychotic disorder and age 55 
years or older. The total sample consisted of 55 patients. The Positive and Negative Syndrome 
Scale (PANSS) and the Calgary Depression Scale for Schizophrenia (CDSS)were 
administered to all patients. Illness insight score was measured by one item of the PANSS, a 
higher score indicated poorer illness insight. Five simple regression analyses were conducted. 
The dependent variable was depression and the independent variables were illness insight, 
positive symptoms, negative symptoms, gender and age. The independent variables in the 
simple regression which had a p < 0.1 were entered in the multiple regression model as 
predictors. 
Results: No significant correlation was found between illness insight and depression (r = 
0.05, p = 0.359). Further, positive psychotic symptoms were positively associated with poorer 
illness insight (r = 0.43, p < 0.001). 
Conclusion: The results showed that more positive symptoms were associated with less 
illness insight and that illness insight did not predict depression in elderly psychotic 
inpatients. The difference in the relation between illness insight and depression between the 
present study and previous studies could indicate that the interaction between illness insight 
and depression may be different in elderly compared with younger adults, because most 
studies in younger adults found a relation between illness insight and depression.  
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1. Introduction 
 
In psychotic disorders, a distinction is made between positive symptoms and negative 
symptoms. Positive symptoms are symptoms that are an addition to the normal functioning, 
such as delusions, hallucinations, disorganized thinking (speech) and grossly disorganized or 
abnormal behaviour. In negative symptoms, behaviour is missing that is normally present, for 
example deficits in cognition, affective functioning and social functioning, flat affect, 
anhedonia and psychomotor poverty (Berry & Barrowclough, 2009; Reinhardt & Cohen, 
2015; Diagnostic and Statistical Manual of Mental Disorders (DSM-IV), American 
Psychiatric Association, 2000). 
Apart from the aforementioned symptomatology, one of the key features of psychotic 
disorders is lack of illness insight (Murri et al., 2015). Of those people with a psychotic 
disorder, 50-80% do not believe they have a mental disorder (Mintz, Dobson, & Romney, 
2003).  According to the DSM-IV poor insight is a manifestation of the illness itself rather 
than a coping strategy ((DSM-IV), American Psychiatric Association, 2000). 
A distinction can be made between clinical insight and cognitive insight. Clinical insight is 
the awareness of the clinical state, this means the awareness of having a mental illness and its 
consequences and the awareness that he or she needs treatment (Palmer, Gilleen, & David, 
2015). Cognitive insight is the awareness of cognitive deficits, this means the evaluation of 
own abnormal beliefs and recognition of incorrect conclusions (Donohoe et al., 2009). In this 
study we use the definition of clinical insight for the term illness insight. 
Improving illness insight is an important goal in treatment of psychotic disorders. Higher 
illness insight is, for example, associated with better treatment adherence (Valiente, 
Provencio, Espinosa, Duque, & Everts, 2015).  This is because, logically, patients are not 
likely to comply with treatment for a disorder if they do not believe they have a disorder 
(Lincoln, Lüllmann, & Rief, 2007). Furthermore, increasing illness insight is associated with 
improved symptomatology and better social functioning (Valiente et al., 2015; Murri et al., 
2015). It is not clear if better illness insight causes improved symptomatology and better 
social function or vice versa. Paradoxically, increasing illness insight also has a downside, as 
some studies show that it is associated with depression. This phenomenon is called the insight 
paradox (Murri et al., 2015; Valiente et al., 2015; Lysaker et al., 2013; Lincoln et al., 2007). 
Illness insight has an important role in the recovery process by increasing the treatment 
adherence (Lincoln et al., 2007). On the other hand, depression can impair this recovery 
process. For example, depression leads to negative self-image and negative future 
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expectations, which both impair recovery (Schrank, Amering, Hay, Weber, & Sibitz, 2014). 
The causal relationship between illness insight and depression in patients with a psychotic 
disorder is not yet clear, therefore it is important to investigate the insight paradox (Lincoln et 
al., 2007). 
There are a number of mechanisms which play a role in the relation between illness insight 
and depression. Generally, being diagnosed with a psychotic disorder can fundamentally shift 
the way one perceives his or her life and can lead to perceptions of loss (Mauritz & Van 
Meijel, 2009). Insight is associated with the awareness of loss. There is internal loss, such as 
cognitive impairment and loss of future prospects. Furthermore, there is external loss, for 
example decline in social contacts (MacDougall, Vandermeer, & Norman, 2015; Mauritz & 
Van Meijel, 2009). Logically, when a patient is aware of his or her losses the chance of 
developing depressive symptoms increases. 
Schrank et al. (2014) suggest that internalized stigma plays an important role in the relation 
between illness insight and depression as well. Internalized stigma means having negative 
thoughts or feelings towards oneself when one realises he or she is suffering from a mental 
illness. Patients believe in the negative stereotypes that have been linked to a mental illness 
(Lysaker, Roe, & Yanos, 2007; Schrank et al., 2014). As one becomes aware of his or her 
mental illness, the chance of developing a self- stigma increases and when someone believes 
the negative stereotypes, this will further increase the chance of developing depressive 
symptoms. High illness insight in combination with high internalized stigma will have a 
higher vulnerability to depression as result (Lysaker et al., 2007). 
Thus, illness insight, depression and internalized stigma show complex interactions with each 
other. Furthermore, positive and negative symptoms are also related to those three variables. 
Schrank et al. (2014) found a positive relation between negative symptoms and depression. 
However, it is important to recognize that the relationship between depression and negative 
symptoms could be overestimated if there is too much overlap (Majadas, Olivares, Galan, & 
Diez, 2012). The results about the relation between illness insight and positive symptoms are 
more consistent than the results about the relation between illness insight and negative 
symptoms and the relation between illness insight and global symptoms (Mintz et al., 2003). 
Mintz et al. (2003) suggested that when the positive symptoms decrease, patients are more 
accurate in their interpretations and are able to think more clearly and therefore become more 
aware of the disorder, the consequences and the need for treatment (Mintz et al., 2003). In 
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other words, there might be a negative relation between illness insight and positive symptoms 
(Mintz et al., 2003; Schrank et al., 2014). 
In Figure 1 the findings of Schrank et al. (2014) about the relations between depression, 
illness insight, positive symptoms, negative symptoms and internalized stigma are shown. 
 
Figure 1. Relations between depression, illness insight, positive symptoms, negative symptoms and 
internalized stigma (Schrank et al., 2014). 
 
The common treatment in psychotic disorders is pharmacotherapy. Antipsychotic medication 
has more effect on the positive symptoms than on the negative symptoms (Leucht, Arbter, 
Engel, Kissling, and Davis, 2009). This implies that, by reducing the positive symptoms, the 
illness insight and the internalized stigma may increase which could lead to more depressive 
symptoms (Leucht et al., 2009; Schrank et al., 2014). 
 
It is important to investigate whether illness insight predicts depression because findings 
concerning this relation are inconsistent. Several studies were published about the relationship 
between illness insight, depression and psychotic symptoms in (younger) patients with a 
psychotic disorder. Murrit et al. (2015), Mintz et al. (2003), Palmer et al. (2015) and Lincoln 
et al. (2007) all found a positive relation between illness insight and depression. However, 
Valiente et al. (2015) does not find a significant positive relation between illness insight and 
depression. 
Furthermore, it is important to know whether illness insight is a predictor of depression, 
because if illness insight is a predictor of depression this could influence the development of 
new treatments. If illness insight predicts depression, pharmacotherapy is solving one problem 
(positive symptoms) with a new problem (depressive symptoms).  
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In previous studies about the relationship between illness insight and depression, patients 
were younger than 55 years and this study will be with people older than 55 years (Mintz et 
al., 2003). The general population is aging, therefore older people are a growing segment of 
the population, thus it is important to investigate older patients as well (Cohen et al., 2008; 
Broadway, & Mintzer, 2007). 
 
The primary aim of this study is to see whether illness insight is a predictor of depression in 
elderly inpatients with a psychotic disorder. Further, because especially positive symptoms 
seem to be related with illness insight, the second research question is whether there is a 
negative relation between illness insight and positive psychotic symptoms in elderly with a 
psychotic disorder (Mintz et al., 2003). 
 
Taking into account the results of aforementioned studies, we expect the following: 
1) We expect that depression will be predicted by illness insight. 
2) We expect a negative relation between positive psychotic symptoms and illness 
insight. 
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2. Method 
 
2.1. Participants 
The participants were recruited from the Clinical Centre for Elderly of Parnassia in Den Haag. 
The inclusion criteria were: a) Having a DSM-IV diagnosis of a primary psychotic disorder 
(schizophrenia, schizophreniform disorder, schizoaffective disorder, delusional disorder or 
brief psychotic disorder) and b) being 55 years or older. 
The exclusion criterion was: insufficient command of the Dutch language. 
2.2. Measures 
Demographic data were gathered from the participants’ electronic files and were asked during 
the interview. These data include: age, gender, education, marital status and ethnicity. 
 
Structured Clinical Interview of the Positive and Negative Syndrome Scale (SCI-PANSS) 
(Kay, Fiszbein, & Opler, 1987). 
The SCI-PANSS is a questionnaire to assess positive and negative symptoms in people with a 
psychotic disorder. The interview takes around 30 to 40 minutes. The SCI-PANSS consists of 
30 items each with a seven points scale in ascending order indicating the severity of the 
symptoms. There are three subscales: 1) positive symptoms (7 items), 2) negative symptoms 
(7items) and 3) global psychopathology (16 items). The SCI-PANSS is often used and has 
strong psychometric properties, it is valid and reliable and has good internal consistency (Kay 
et al., 1987). 
In this study the illness item will be used for illness insight score. This item is one question of 
the PANSS interview and is part of the global psychopathology score. The score is from 1 to 
7 and the higher the score, the worse the illness insight. Thus, actually lack of illness insight is 
measured. 
 
Calgary Depression Scale for Schizophrenia (CDSS) (Addington, Addington, & Joyce, 
1992). 
The CDSS is a structured interview used to assess depression in patients with a psychotic 
disorder. It is a 9-item scale and the interview takes 15 minutes to administer. The 9 items are 
rated on a four points scale, which indicates the severity of the depressive symptoms. 8 items 
are based on the answers of the patient and 1 item is based on the observation of the 
interviewer. A total score of 6 or higher indicates a clinically significant major depressive 
episode (Addington et al., 1992). 
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The CDSS has strong psychometric properties. It is reliable and valid and has good internal 
consistency (Addington et al., 1992; Addington, Shah, Liu, & Addington, 2014). All items of 
the CDSS discriminate significantly between the presence and absence of a major depressive 
episode in patients with schizophrenia (Addington et al., 1992). 
2.3. Procedure 
The patients were recruited at admission to the Clinical Centre for Elderly of Parnassia. If the 
inclusion criteria were met and the patient agreed to participate in this study, the PANSS and 
the CDSS were administered. The treatment of the patients consisted of antipsychotic 
medication, support of the nurses and if necessary psychotherapeutic interventions. 
 
2.4. Statistical analysis  
First a descriptive analysis for the demographic data and test scores was performed. 
Then, the correlation between positive symptoms and illness insight was calculated, to check 
if there was a negative relation between positive symptoms and illness insight. The illness 
insight item of the PANSS measured ‘lack of illness insight’ which meant that a positive 
relation will be interpreted as a negative relation and vice versa. The correlation between 
illness insight score and depression score was calculated as well, to check if there was a 
positive relation between illness insight and depression. The assumptions of the Pearson’s 
correlation coefficient were checked. If the assumptions were not met, the Spearman’s 
correlation coefficient was calculated. The assumptions of the Pearson’s correlation are 
normality and linearity. If N > 30, normality was supposed (De Vocht, 2011). Linearity was 
checked with a scatterplot. 
 
Furthermore, the predictors of depression were examined, especially whether depression was 
predicted by illness insight. Therefore, five simple regression analyses and a multiple 
regression were done. In the multiple regression analysis the forced entry method was used. 
This means that all predictors were entered into the model simultaneously (Field, 2009). 
The outcome measure (dependent variable) was depression and the independent variables 
were illness insight, positive symptoms, negative symptoms, gender and age. 
Before the regression analyses, multicollinearity was checked. Therefore, the correlations 
between the predictors were calculated. Except gender, because this variable was 
dichotomous. If a high correlation was found between any of the predictor variables (above 
0.8), the model could only include one of the two predictors which were highly correlated. 
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The independent variables in the simple regression which had a p < 0.1 were added in the 
multiple regression as a predictor.  
We used a significance level of p < 0.05 for all analyses. The data were analysed with the 
Statistical Package for the Social Science (IBM SPSS), version 23.  
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3. Results 
 
The total sample consisted of 55 persons (19 males and 36 females). The mean age was 71.6 
years (SD = 10.96), ranging from 56.7 years to 94.7 years. The demographic characteristics of 
the sample are shown in Table 1. 
 
Table 1. Demographic characteristics (N =55) 
  
N % 
Gender Male 19 34.5% 
 
Female 36 65.5% 
Diagnosis Schizophrenia disoriented type 3 5.5% 
 
Schizophrenia paranoid type 23 41.8% 
 
Schizoaffective disorder 5 9.1% 
 
Delusional disorder 3 5.5% 
 
Psychotic disorder not otherwise specified 14 25.5% 
 
Other psychotic disorders 7 12.7% 
ethnicity Dutch 42 76.4% 
 
Surinam 5 9.1% 
 
Other 7 12.7% 
 
Missing 1 1.8% 
Marital status Not married 25 45.5% 
 
Married 11 20.0% 
 
Divorced 11 20.0% 
 
Widow 7 12.7% 
 
Missing 1 1.8% 
Living situation Independently without partner and children 33 60.0% 
 
Independently with partner 6 10.9% 
 
Independently with children 2 3.6% 
 
Independently with partner and children 1 1.8% 
 
Mental health care facility 7 12.7% 
 
Other 5 9.1% 
 
Missing 1 1.8% 
Highest education Did not complete elementary school 3 5.5% 
 
Complete elementary school 17 30.9% 
 
LBO 7 12.7% 
 
Mavo/Havo 16 29.1% 
 
MBO/HBO 5 9.1% 
 
Academic degree 3 5.5% 
 
Missing 4 7.3% 
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Table 2 presents the mean test scores, standard deviations and minimum and maximum 
scores. 
 
Table 2. Mean raw test scores (N=55) 
 
M SD Min Max 
PANSS total 71.3 14.9 39 114 
PANSS positive symptoms 18.6 5.2 7 28 
PANSS negative symptoms 16.7 6.8 7 33 
Lack of illness insight 4.8 1.4 1 7 
CDSS total 3.1 3.2 0 12 
Note. PANSS: Positive and Negative Syndrome Scale; CDSS: Calgary Depression Scale for 
Schizophrenia. M = mean score, SD = standard deviation, Min = minimum score, Max = maximum 
score. 
 
The assumptions of the Pearson’s correlation coefficient were checked. Linearity was checked 
with a scatterplot. Between illness insight and positive symptoms there was linearity, thus 
Pearson’s correlation coefficient was calculated. Positive psychotic symptoms were 
associated with poorer illness insight (r = 0.43, p < 0.001). 
Furthermore, there was no linearity between illness insight and depression and therefore the 
Spearman’s correlation was calculated. No significant correlation between illness insight and 
depression was found (r = 0.05, p = 0.359). 
There was no multicollinearity between the predictor variables (illness insight, positive 
symptoms, negative symptoms and age), thus these predictors could be entered in the multiple 
regression analysis if the p-value in the simple regression was below 0.1. Table 3 presents the 
correlations between the predictor variables. 
 
Table 3. Pearson correlations between the predictor variables 
 
PANSS negative 
symptoms 
PANSS positive 
symptoms 
Lack of illness 
insight 
Age 
PANSS negative 
symptoms 
1.00 0.175 -0.055 -0.244 
PANSS positive 
symptoms  
1.00 0.431* -0.052 
Lack of illness 
insight   
1.00 0.174 
Age 
   
1.00 
Note. PANSS: Positive and Negative Syndrome Scale; CDSS: Calgary Depression Scale for 
Schizophrenia. * = p < 0.001. 
 
13 
 
Table 4 presents the results of the simple regression analyses. No p-value lower than 0.1 was 
found. Therefore, we did not perform a multiple regression analysis. 
 
Table 4. Simple regression analyses of illness insight, positive symptoms, negative symptoms, gender 
and age, with depression score as dependent variable 
 
β R² p 
Lack of illness insight -0.084 0.001 0.788 
Positive symptoms 0.018 0.001 0.837 
Negative symptoms 0.040 0.007 0.539 
Gender 0.272 0.002 0.770 
Age 0.013 0.002 0.756 
Note. β = regression coefficient , R² = coefficient of determination, p = significance. 
 
Figure 2 shows the Pearson correlations between illness insight, depression, positive 
symptoms and negative symptoms in the present study. This figure is based on Figure 1, the 
figure of Schrank et al. (2014). Figure 2 does not show the relations with self-stigma, because 
this was not measured in the present study. 
 
 
Figure 2. Pearson correlations between depression, illness insight, positive symptoms and negative 
symptoms in the present study. 
Note. * = p < 0.001.  
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4. Discussion 
4.1 Main findings and comparisons with previous research 
The primary aim of the present study was to investigate whether illness insight predicts 
depression. The results of the present study showed no relation between illness insight and 
depression. 
Compared with previous studies, our results were not in line with the results of the majority. 
Murri et al. (2015), Mintz et al. (2003), Schrank et al. (2014), Palmer et al. (2015) and 
Lincoln et al. (2007) all found a positive relation between illness insight and depression. Only 
Valiente et al. (2015) did not find a relation between illness insight and depression either. 
The fact that we did not find a relation between illness insight and depression may be 
explained by the following. First of all, Valiente et al. (2015) and Lysaker et al. (2007) and 
Schrank et al. (2014) found self-stigmatizing to be a moderator in the relation between illness 
insight and depression. Valiente et al. (2015), Lysaker et al. (2007) and Schrank et al. (2014) 
found that high self-stigmatizing and high illness insight caused a high risk to develop 
depression. And if a patient had high illness insight in combination with low self-
stigmatizing, the risk to develop depression was much lower (Valiente et al., 2015; Lysaker et 
al., 2007). In this study self-stigmatizing was not measured. Maybe the relation between 
illness insight and depression was not found, because patients had low self-stigmatizing. 
Secondly, in general PANSS scores vary widely between studies. Therefore, the results might 
not be generalizable to patients with significantly higher or lower scores (Schrank et al., 
2014). In the study of Schrank et al. (2014) the mean score of positive symptoms on the 
PANSS was 12.1, Schrank et al. (2014) addressed this as a low score. In the study of Lysaker 
et al. (2007) the mean score of positive symptoms was 15.9. In the present study the mean 
score of positive symptoms was 18.6. These differences between mean scores should be kept 
in mind when analyzing and comparing the results. 
Third, the studies of Schrank et al. (2014), Murri et al. (2015) and Mintz et al. (2003) included 
both inpatients and outpatients. In the present study only inpatients were included. No 
previous studies were found about the difference in illness insight between inpatients and 
outpatients with a psychotic disorder. However, Valiente et al. (2015) included only inpatients 
as well and also found no relation between illness insight and depression. Thus, because 
Valiente et al. (2015) found the same result, it is possible that the relation between illness 
insight and depression differed between inpatients and outpatients. 
Another explanation for the difference in results could be differences in time of assessment. 
There was a difference in time of assessment between patients. Some patients participated in 
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the first two weeks and others after two months. When patients participated after a longer 
time, they probably have had more medication and both illness insight and depression vary 
during the course of the disease (Murri et al., 2015). Therefore, when comparing the results, it 
is important to take into account the moment of assessment. In previous research the time of 
assessment was not taken into account, therefore it could be hard to compare the results of 
previous research with results of the present study. 
Finally, Lincoln et al. (2007), Valiente et al. (2015), Murri et al. (2015) and Mintz et al. 
(2003) all suggested that an important problem is lack of a consistent definition of insight. 
Logically, if there is no clear definition it is possible that different studies measured 
something different, but all called it illness insight. As mentioned in the introduction, there is 
a difference between cognitive insight and clinical insight and in the present study we used 
the definition of clinical insight to describe illness insight. In the present study only the illness 
insight item of the PANSS was used to measure illness insight, this made it easier to score 
illness insight the same in every patient. It is difficult to clarify the exact definition in 
previous studies and this made it hard to compare the results of these studies. Remarkable is 
that some studies used various components of illness insight (Murri et al., 2015; Palmer et al., 
2015; Valiente et al., 2015). Because most previous studies did not use the PANSS item, this 
could be an explanation for the different results. 
 
The second research question was whether there was a negative relation between positive 
psychotic symptoms and illness insight. The results were conform the expectation, more 
positive symptoms were related to less illness insight. 
Regarding the second research question, our results were in line with previous research. 
Schrank et al. (2014), Mintz et al. (2003) and Valiente et al. (2015) also found a negative 
relation between positive psychotic symptoms and illness insight. This relation appears 
logical. If a patient has lack of illness insight, mostly the treatment adherence is low. 
Therefore, positive symptoms could increase. Vice versa, more positive symptoms could lead 
to less illness insight. As mentioned in the introduction, the common treatment is 
pharmacotherapy and this has more effect on positive symptoms than on the other symptoms 
(Leucht et al., 2009). Thus, when a patient gets pharmacotherapy the positive symptoms 
decrease and thus there will be more illness insight. 
4.2 Limitations 
When reviewing this study, several limitations should be taken into account. 
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First, time of administering the questionnaires after admission differed between patients. 
Some patients participated at a later stage of their stay compared with others which 
participated in the first two weeks of their stay. When the assessment was in a later stage, a 
patient has had more medication than someone who participated one week after 
hospitalization. Medication causes a decrease in positive symptoms (Leucht et al., 2009). 
Thus, a difference in time of assessment could have had influence on the interpretation of the 
results, and could therefore be problematic for the generalizability to all psychotic elderly 
inpatients. 
Second, not all patients in the clinical center for elderly of Parnassia with a primary psychotic 
disorder and older than 55 years were included. Some patients refused to participate. It is 
possible that the patients who refused to participate could have had more positive symptoms 
leading to increased paranoia (Schrank et al., 2014; Mintz et al., 2003; Valiente et al., 2015). 
This caused a selection bias and could have had influence on the generalizability of the results 
to all elderly inpatients with a psychotic disorder. 
Third, the sample only consisted of inpatients. No outpatients were included, thus the results 
are only generalizable to inpatients. 
Fourth, there are different kinds of psychotic disorders and we did not control for these 
differences between the psychotic disorders. 
Fifth, we did not take into account age of onset, difference in treatment, comorbid somatic 
diagnoses, comorbid psychological diagnoses and symptoms severity. This could all have had 
influence on the results. 
Finally, the small sample size (N = 55) caused a low power. This means that it is possible an 
effect was not found. 
4.3 Recommendations for further research 
First of all, in the current study we investigated whether illness insight predicts depression. 
Previous studies did not investigate the causal relation and therefore further (longitudinal) 
research is necessary to better understand the predictive value between illness insight and 
depression. 
Second, further research is necessary about the treatment effectiveness in psychotic disorders 
in general. The common treatment is antipsychotic medication, positive symptoms will 
decrease and this is associated with more illness insight. It is important to further investigate 
treatment effectiveness because of the insight paradox. The insight paradox means that beside 
positive effects, increasing illness insight has a downside as well. Some studies showed that 
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increased illness insight was associated with more depressive symptoms (Murri et al., 2015; 
Valiente et al., 2015; Lysaker et al., 2013). Depressive symptoms can impair the recovery 
process and thus is it important to know the effect of the common treatment on the 
development of depressive symptoms. 
Possible solutions for the problem of the insight paradox could be psycho-education about the 
effects of medication on positive symptoms in combination with the effects on illness insight 
and development of depressive symptoms. Beside the psycho-education, common treatment 
could be extended. Treatment could include anti-depressive medication as well. Therefore, 
further research about the effectiveness of psycho-education on the development of depressive 
symptoms and about the effectiveness of extending common treatment is necessary. 
Fourth, further research is necessary about self-stigma in elderly patients with a psychotic 
disorder. Valiente et al. (2015) and Lysaker et al. (2007) and Schrank et al. (2014) found self-
stigma to be a moderator in the relation between illness insight and depression, but these 
studies included patients younger than 55 years. It is important to investigate this moderating 
effect of self-stigma in elderly patients as well to get a better understanding of the relation 
between illness insight and depression. If a moderating effect is found, self-stigma should be 
addressed as well when developing more effective interventions. 
4.4 Conclusion 
We found a negative correlation between positive symptoms and illness insight in elderly 
inpatients with a psychotic disorder, which is comparable with previous studies in younger 
adults. 
In contrast with previous studies with younger psychotic patients, illness insight did not 
predict depression in our study. Our study is the first study investigating the relation between 
illness insight and depression in elderly patients with a psychotic disorder. This may indicate 
that the interaction between illness insight and depression may be different in elderly 
compared with younger adults, because most studies in younger adults found a relation 
between illness insight and depression. 
We can conclude that the relation between illness insight and depression and self-stigma as a 
moderator is complex. Therefore, it is important to investigate this relation between illness 
insight and depression more closely in the future to optimize treatment for elderly with a 
psychotic disorder. 
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